A BOY, aged 9, swallowed the pin shown in the skiagrams, and was admitted to Charing Cross Hospital under Mr. Waterhouse. A few days later a prolonged attempt to find the pin by suspension laryngoscopy and cesophagoscopy was unsuccessful. After localization by more skiagrams a second attempt to find or feel the pin was again unsuccessful.
Skiagrams of a Pin in the Retropharyngeal Space. By EDWARD D. DAVIS, F.R.C.S.
A BOY, aged 9, swallowed the pin shown in the skiagrams, and was admitted to Charing Cross Hospital under Mr. Waterhouse. A few days later a prolonged attempt to find the pin by suspension laryngoscopy and cesophagoscopy was unsuccessful. After localization by more skiagrams a second attempt to find or feel the pin was again unsuccessful.
DISCUSSION.
The PRESIDENT said that where the safety-pin was lodged with the hinge downwards and the point sticking. up, he had, in one case, passed over the point a very fine tube, which guarded the point while it was being pulled up, particularly when it was in the gullet proper. An instrument had been invented for closing the pin first, and then withdrawing it; but it was difficult to carry a great number of instruments about, and the plan he mentioned was more simple.
Mr. TILLEY asked whether the pin had been looked for with the X-ray screen. He had found that so valuable in one case that he would try it in a case similar to Mr. Davis's.
Dr. E. A. PETERS said he recorded a case in a man, aged 30, who felt a sudden pricking when swallowing food, and was admitted with urgent dyspncea, necessitating immediate tracheotomy. He was relieved, and sat up and was feeling comfortable, but suddenly died two hours after the tracheotomy.
The pin was found transfixing his jugular vein, and there was haemorrhage right down the spine, causing cedema of the glottis.
Mr. CLAYTON Fox asked whether the application of adrenalin had been tried. Probably the head of the pin was in the pharynx, and the swelling of mucous membrane prevented it being seen.
Dr. KELSON asked whether a powerful magnet had been tried, such as was employed at eye hospitals.
Dr. FITZGERALD POWELL asked at what level in the neck the pin lay, and suggested the possibility of its removal by a lateral pharyngostomy, or an exploratory incision behind the pharynx.
Mr. DAVIS, in reply, said he examined the boy for over an hour with the suspension laryngoscope, with the largest cesophagoscope tubes he could intro-duce, and by palpation. Dr. Ironside Bruce, who took the skiagramrs, said the pin was lying on the vertebral column in the retropharyngeal space. Dr. Ironside Bruce was confident of the accuracy of his localization of the pin, and owing to many praGtical difficulties, the X-ray screen was not used at the same time and during cesophagoscopy, though this method practised by Mr.
Tilley was considered and repeatedly suggested. On the second occasion, Mr. Waterhouse and Mr. Waggett also examined, but we could not see or feel the pin. After the first examination the temperature was 990 F. for one night, and that was the only temperature he had. It had been decided to wait until there was a retropharyngeal abscess, or other symptoms; the boy was still under observation, and if anything occurred it should be recorded. He always used 10 per cent. cocaine with an equal quantity of 1 in 1,000 adrenalin in children, and 20 per cent. cocaine for adults, and in this case he made very free use of -it in swabbing the pharynx, base of the tongue, and epiglottis. The first skiagram showed the head of the pin to be at the upper border of the fifth cervical vertebra, which would correspond to the level of the arytenoids, but the pin seemed to have moved upwards since; the point now appeared to be at the level of the soft palate or second cervical vertebra. It was suggested by one of the dressers that a magnet should be used, but there was not one in the hospital, and the pin was of brass or similar metal.
Deflection of the Posterior Part of the Nasal Septum.
By NORMAN PATTERSON, F.R.C.S. MALE, aged 191 . Patient came to Golden Square complaining of discharge into the back of the throat and other symptoms. Examination shows some displacenhent of the anterior edge of the quadrilateral cartilage to the left, together with a deflection of the main body of the septum to the left, and a spur on that side. The lower part of the right nasal cavity is abnormally roomy and widens out more and more as it approaches the choanal orifice. On anterior rhinoscopy an exceptionally extensive view is obtained of the nasopharynx and the adenoid tissue present there. Examination with the mirror shows a marked deflection to the left of the posterior edge of the vomer. It is attached in the middle line above, and here it is very broad; as it passes downwards it deviates markedly to the left and its lower extremity is slightly concealed by the posterior end of the left inferior turbinate, which projects beyond it. The posterior end of the right inferior turbinate is separated from the septum by a considerable interval. Further, the
